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Introduction 


From 17-23 April 1977, 28 people from 20 countries 
assembled at Royal Holloway College, Egham, 
England, to take part in the annual meeting of the 
Christian Medical Commission. Several features of 
this conference made it a highly unusual one in the 
history of the CMC. It was the first full-scale gathering 
of the Commission to follow the Fifth Assembly of the 
World Council of Churches held in Nairobi at the close 
of 1975. The term of the old Commission expired at 
the time of the Assembly, and anew Commission was 
appointed. Thus, for many members of this newly- 
constituted Commission, it was their first opportunity 
to share directly in the work of the CMC. Furthermore, 
for Ms Nita Barrow, who had been appointed Director 
of the Commission some ten months previously, it 
was the first annual meeting which she had attended 
in her new capacity. However, the most unusual 
aspect of the meeting was the fact that the other four 
Commissions of the Programme Unit on Justice and 
Service (Unit Il) of the World Council of Churches 
were also meeting simultaneously at Royal Holloway 
College. In addition to the CMC, the other sub-units of 
this Porgramme Unit include: the Commission on 
Inter-Church Aid, Refugee and World Service 
(CICARWS), the Commission of the Churches’ Par- 
ticipation in Development (CCPD), the Commission of 
the Churches on International Affairs (CCIA) and the 
Programme to Combat Racism (PCR). 


These five Commissions are linked by a very real 
network of themes and programmes as they seek to 
express the concern of the churches for the relief of 
human suffering and the promotion of justice and 
peace. CICARWS enables the churches to reach out 
towards those in need by means of financial and 
material support of programmes on human welfare 
and development. CCPD is an expression of concern 
for economic justice on a global scale, and its 
development theory involves not only economic 
growth but social justice and self-reliance as well. 
CCIA functions as an instrument of Christian witness 
amid the world’s conflicts. PCR was established to 
help the churches turn their shared convictions about 
racism and their desire to help victims of racial 
oppression into common actions. Against this 
background, CMC sees its role as enabling the 
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churches to meet the health needs of large sections of 
the world’s population, laying a major emphasis on 
total human development and community program- 
mes. Closely related to these five sub-units of Unit II 
is SODEPAX, the joint WCC/Roman Catholic Com- 
mittee on Society, Development and Peace. Through 
this Committee, the World Council of Churches an® 
the Roman Catholic Church work together on ques- 
tions of justice and peace. 


Therefore, in order to promote greater coordination 
among themselves and their activities, the five sub- 
units planned to hold their meetings concurrently this 
year. It seemed a good opportunity to allow the new 
Commissioners to become acquainted with the 
overall programme of the Unit, so that more 
meaningful relationships and styles of work could 
evolve among them. Moreover, the voice of the 
churches, as expressed at the Assembly in Nairobi and 
at a subsequent meeting of the Central Committee of 
the World Council of Churches, placed a common 
theme and responsibility before all the sub-units of 
the Programme Unit on Justice and Service. This 
common theme was the search for a Just, Par- 
ticipatory and Sustainable Society. Central to the 
programmes of all these sub-units has been and still i 

the struggle for human dignity and social justice. The 
emphasis reflected in this theme relates closely to the 
existing world situation. Within the short span of the 
last five years, the world has been shaken by a series 
of global crises. A major food crisis has taken its heavy 
toll. Energy sources, once cheap, abundant and con- 
sidered clean, proved to be otherwise. The monetary 
system is in disarray. Economic systems and theories 
are under challenge, and statistics make a mockery of 
the so-called ‘‘development decade”. The gap 
between rich and poor has continued to widen within 
and between nations. Systematic injustice, scarcity of 
resources, environmental deterioration, poor health, 
increasing malnutrition and growing militarism have 
combined to threaten the very survival of humankind. 
We live in a self-destructive social order. A new social 
order that is both just and sustainable must emerge. 
Since the impending peril threatens all, the challenge 
has to be faced on a universal scale. It requires the 
harnessing of specialized knowledge and political 
efforts. Above all, it demands a fresh, integrated vision 
of a new society, built on a firm basis of human values 


and enduring cultural norms. None of this can be 
achieved unless everyone is involved and takes full 
responsibility for it, for the dimension of people's par- 
ticipation is crucial to the justice and sustainablity of 
the social system for which we search. 


Ms Barrow commented on this in her Director's 
Report: 


“From its very beginning, the CMC has been con- 
cerned with the question of health care and social 
justice—the most comprehensive ethical issue in 
health care for churches. In the search for a new 
social order, and as the church tries to find its role in 
this search, the questions of health and health care 
provision come back again and again to the inter- 
related dynamics of justice, participation and 
sustainability. In many parts of the world, land 
tenure, employment opportunities, the basic con- 
veniences of water and sanitation, the capacity of 
y the rural sector to feed itself and other pressures of 

social injustice constitute the gravest public health 
problems. This looms even larger than the well- 
known distributive injustice in the health care ser- 
vices. Many are still deprived of a reasonable 
chance to have a healthy life by the decision 
makers. Furthermore, present patterns exclude the 
vast majority of people from participating in any 
way in their concern for health. They do not have an 
opportunity to identify their needs, to express them, 
or to establish the priorities. They have no share in 
the process of planning to meet those needs, and 
they are given no say or responsibility in the 
administration and control of the health care 
system. The whole dimension of people's participa- 
tion is so crucial to the justice and sustainability of 
the social system as it relates to health. A healthy 
society cannot be sustained unless everyone is 
involved and responsible. Sustainability is also 
2) closely tied to the matter of technology for healthy 

living. It is essential that the people of a given place 
be able to master and sustain the technology 
utilized in health care, in agriculture and nutrition, 
in the development of water supplies, energy and 
sanitation, and in the training and administration of 
those who work in the sphere of health, agriculture, 
and community development.” 


It seemed both logical and important that the initia- 
tion of this common programme, the search for a Just, 
Participatory and Sustainable Society, be marked by 
concurrent meetings of the five Commissions. While 
the corporate deliberations on the theme by partici- 
pants from all the Commissions were not an 
unqualified success, they did provide a unifying and 
over-reaching perspective which sharpened the 
issues in many of the debates. One and a half days 
were spent in joint sessions; the rest of the week was 
spent in individual sub-unit meetings. 


The appendix to be found at the close of this report 
provides a complete list of CMC participants. We 
should like to make special mention, however, of the 


Commission's guest-consultants. Two of them have 
been appointed to consultant positions on the Geneva 
staff of the CMC. Sister Dr Katherine Jobson, a 
Medical Mission Sister with experience in India, 
Bangladesh and West Africa, has been appointed to 
the CMC by the Vatican and the WCC as a full-time 
Roman Catholic Consultant to the staff. She took up 
her post on 8 May 1977. Dr Eric Ram, formerly Direc- 
tor of the Integrated Health Services Project of the 
Miraj Medical Centre in India, joins the staff as Con- 
sultant in Family Health on 1 July 1977. The third 
CMC guest-consultant at the conference was Rev 
Raimo Harjula, a Finnish theologian/anthropologist, 
who has many years’ field experience in Tanzania. 


Also participating fully in the Commission’s delibera- 
tions were the three Roman Catholic observer- 
consultants listed in the appendix. The cooperative 
involvement of the Vatican with the staff and the 
Commission is mediated through the Pontifical Coun- 
cil “Cor Unum” and the Secretariat for Promoting 
Christian Unity. The CMC was grateful for the pres- 
ence of its representatives at the meeting, and for this 
continuing relationship. 


HEE 


Proceedings of the Meeting of the Christian 
Medical Commission 


During this meeting, it was essential that a number of 
aspects of the work and thrust of CMC be considered 
in some detail, in order to set the tone for the efforts of 
the next two or three years. This was accomplished 
primarily through the working sessions of four sub- 
groups constituted to carry out this task. One group 
was requested to examine and propose ways of work 
for the Commission for the immediate future. This 
group also had the task of defining the role and 
responsibility of the Commissioners as well as the 
style and emphasis of the action/reflection studies for 
the next period. The second group was asked to 
search for ways of initiating and strengthening 
church/government relationships in health care. A 
third group was appointed to explore the present 
understanding of primary health care and to identify 
the implications of this for the churches’ involvement 
in community health programmes. The topic for the 
fourth group was that of exploring the Christian 
understanding of wholeness and healing and 
searching for ways in which people in various social 
and cultural contexts can be encouraged to take part 
in this enquiry. Among the issues addressed by this 
group was that of CMC involvement in the specific 
medical/bio-ethical problems facing Christians in 
many parts of the world. 


The results of the deliberations of these four sub- 
groups were then examined in some detail by the 
entire Commission. The summary of these discus- 
sions can be presented under four major headings. 
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Role and Responsibility of the CMC Family: 
Commissioners, Staff and Resource People in 
the Field 


The fact that the CMC is a large, extended, but none- 
theless closely-knit family was emphasized in all ses- 
sions of the meeting at Egham. A keen desire was 
expressed to keep each other up to date with develop- 
ments around the world, to make suggestions as to 
how Commissioners, staff and other CMC-related 
people can function most effectively in their individual 
posts, and to provide feedback from various view- 
points. 


Considerable emphasis was placed on the need to be 
active members of the CMC network at all times and 
to act as sources of information and materials for 
others. In explaining how the CMC relates to people 
where they are, Ms Barrow stated in her Director's 
Report: 


“The CMC has long been called an ‘enabling’ 
agency for the churches in their involvement in 
health work. While the term has now become 
somewhat trite, it does present in a fairly clear way 
the type of relationship the CMC has to what is hap- 
pening in the field. Whatever insights the CMC has 
been able to glean and share have been those 
which emerge as its friends are actively at work in 
their own settings. The CMC is not operational in 
the sense that it carries out programmes in the 
field; while it has been closely associated with a 
number of projects, it has always maintained an 
informal and peripheral role of advisor, functioning 
as such only upon invitation. 


“Through active communication and personal visits 
to the field, the discoveries of innovative and 
courageous health workers are known and then 
shared by means of CONTACT, seminars, 
workshops, and individual encounters. In its efforts 
to promote both cooperation and coordination 
among the churches in health work, and between 
them and the government effort, the function of the 
CMC is to expose the alternatives, to share the 
experience of others, to present the benefits to be 
expected; but it is the responsibility of those at 
work in each country to decide, to assume the task, 
and to carry on with the work. 


‘The CMC does seek to stimulate, to motivate, and 
to urge changes where these are possible and 
needed. As an agency with relationships in many 
countries and all continents, a certain prophetic 
role and responsibility are unavoidable. Whatever is 
accomplished is done, however, through the effort 
and goodwill of those with responsibility in the 
field. The CMC is primarily a resource for the 
churches, to assist them in clarifying their role in 
the stewardship of the health allocations they 
share, which they exercise in the name of the Lord.” 


To fulfill these aims, the staff expressed the hope that 
all members of the CMC family would send details of 
programmes and other activities taking place in their 
region to the Geneva office, so that these could be 
given wide circulation—perhaps via CONTACT. 


Regional gatherings were proposed as being useful 
instruments of promoting concepts, assessing needs 
and sharing possible solutions. Already under con- 
sideration is a meeting of coordinators of church- 
related health work in Africa for early 1978. Other 
possible regional meetings may be held in Central and 
South America and the Caribbean. 


Encouraging denominations to learn about the entire 
context of health and healing, and helping people not 
to have impossible expectations of health would also 
be vital in the Commission’s task. It would be neces- 
sary, of course, to indicate ways and means by which 
congregations may engage in _action/reflection 
enquiries, and the success of these would be greatay 
affected by the degree of information shared. 


Hopefully, the whole CMC family would be regularly 
involved in speaking and writing about the Commis- 
sion’s philosophy and would take considerable 
interest in working with national and regional councils 
of churches. Other regional/national/local organiza- 
tions that would be important in this effort would cer- 
tainly include women’s groups, student bodies, 
denominational groups and training institutions. 


It was suggested that CMC should form some links 
with other types of social action groups, for 
example—those engaged in consumer advocacy. 
However, although CMC may wish to play a role in 
certain specific actions, it was felt that, on the whole, 
the Commission would be best advised to refer par- 
ticular problems to relevant national or regional 
organizations. CMC could then encourage them @® 
investigate and to take appropriate action which 
would be preferable to the Commission immersing 
itself in different struggles around the globe. 


Study/Enquiry: Health and Wholeness 


To set the tone for the group discussion, Ms Nita Bar- 
row reminded the Commission that CMC had been 
challenged to engage in action/reflection studies on 
the Christian understanding of health and healing dur- 
ing the period governed by the current mandate. 


Some preliminary steps have already been taken 
towards commencing the proposed study. It was 
agreed that this study effort should be predominantly 
oriented to perceptions emerging from local com- 
munities in various parts of the world. It is the com- 
munity itself which defines its social structure: hence, 
the community should report on how it views health 


and development and how and why it supports its 
members in time of sickness and suffering. On their 
visits to different countries, CMC staff have taken 
steps to gather relevant information by promoting dis- 
cussions with individuals and groups who can help 
identify where action/reflection studies are taking 
place on such topics as: the ‘‘caring community”, the 
“healing ministry”, etc. The Commissioners had also 
helped in this initial step by responding to a request 
for information about their concerns and activities in 
health care which had been submitted to them in the 
form of a questionnaire prior to this annual meeting. 


The Director also reported that the CMC staff had 
been very pleased to be contacted by Dr Raimo Har- 
jula who, as mentioned earlier, is a Finnish 
theologian/anthropologist and has spent several 
years in Tanzania. One of Dr Harjula’s interests while 
working in that country was the study of traditional 
(indigenous) medicine as practised by a Meru her- 
balist. The CMC has agreed to publish the written 
@ecora of this study, compiled by Dr Harjula himself, 
since it would be a valuable contribution to the 
literature presently available on the subject of 
traditional medicine, and might encourage the study 
of this topic in other parts of the world. 


During the subsequent group discussions, it was 
revealed that many people had difficulty with the 
image of ‘‘study’”’. There was a clear distaste for the 
idea of shelves of theological or technical studies that 
have absolutely no impact upon people. It was 
decided to use the term “enquiry” to indicate that 
the Commission is not advocating voluminous 
research by experts, but wishes to include the thinking 
of anyone who will take part in the search for under- 
standing. 


The role of the CMC would be mainly to encourage 
groups in all branches of the church to make a multi- 
Q@pisciplinary enquiry and to include among their tasks 

that of reflecting on the underlying principles of what 
they are doing in health care. This would take into 
account such topics as the biblical basis of the 
churches’ role in health, the concept of the “healing 
community”, the relationship between religion and 
medicine and the role of traditional (indigenous) 
medicine. 


On this latter point, it was recognized that there is a 
need to discover and use the effective qualities of both 
indigenous and modern medicine, combining dif- 
ferent elements where possible. Moreover, since 
there are cultural taboos and church teachings 
against indigenous medicine in some areas, CMC 
could play an important role in assisting churches to 
find new medical and theological attitudes towards 
this subject. 


Another wish expressed by participants concerned a 
more effective relationship to theological schools and 
congregations, and a desire to provide them with clear 
guidelines for reflection along with sound medical and 
theological materials. It was agreed that there should 


be an attempt to promote the introduction of new 
concepts of health and healing at both these levels in 
a framework to which the average person can relate. 
Hopefully, theological colleges and seminaries could 
incorporate this kind of reflection into existing cur- 
ricula and could encourage clergy, missionaries and 
congregations to rethink their role in health care. In 
connection with wholeness and healing, CMC stres- 
sed the fact that body, mind and soul are one—the 
concept of wholeness. Technical curing of a physical 
condition is not sufficient: psychological and spiritual 
dimensions are of equal importance. 


Working in the Spirit of the Lord, men and women 
from all walks of life can act as partners in a healing 
community for the care, concern and support of the 
social, psychological, physical and spiritual needs of 
their neighbours. Within the framework of a hospital, 
a neighbourhood or a local church congregation as a 
caring community, the members of that community 
can bring a great deal more wholeness to the sick, the 
elderly, the handicapped, the neurotic and those in 
remote rural areas (groups which all too often become 
marginalized from the community) as well as to each 
other in their daily lives. Being ready to listen and to 
share joy and sorrow was felt to be a significant factor 
in bringing men and women to the core of wholeness. 
There is a need to be open to new ideas and to be will- 
ing to explore new avenues, such as the role of 
spiritual healing through prayer, indigenous health 
care practices, and what can be learned through 
dialogue with people of other faiths. 


Specific medical and bio-ethical issues will also be 
raised in connection with this enquiry process. The 
many questions which emerge when discussing 
euthanasia, abortion, use of drugs, torture, etc, have 
been extensively considered in the past. Even so, 
several participants expressed their continuing 
interest in these topics, believing that while life has an 
absolute value before God, major ethical decisions fall 
into the area where absolutes are seldom available, 
where love is the only dependable guiding principle. 
The results or insights gained from any of these 
enquiries will be given as wide a circulation as possi- 
ble, so that the enquiry will be constantly nourished 
and promoted. 


(Editor's Note to CONTACT Readers: The 
CMC would be pleased to hear from any reader 
who would like to communicate with the Com- 
-mission and give details concerning activities of 
the sort referred to in this section. Your contribu- 
tion might be in the form of reports from 
seminars, workshops or conferences on the sub- 


jects of health and healing or the churches’ role 
in health care. It might be information about 
study groups already engaged in this type of 
enquiry. It might be in the form of announce- 
ments about forthcoming meetings on these 
topics. All communications would be greatly 
appreciated!) 


Church and Government Collaboration in 
Promoting the Health of All Peoples 


Churches around the world are faced with a time of 
crucial decision making with respect to their health 
programmes. This is true for a variety of reasons. An 
important factor is surely that which represents the 
desire of church leaders and health workers to con- 
scientiously reexamine what they are doing to see 
whether their most fundamental and long-term objec- 
tives are being met by the activities being carried out. 
Some are convinced that this kind of reexamination 
requires a fresh look at the basic goals and objectives 
in order to assure themselves that their activities are 
in line with these objectives. One common theme is 
emerging from many different contexts in the course 
of this reflective process. The basic concern of the 
church in the health sphere is to work with lov- 
ing commitment for the improvement of health 
and quality of life for as many people as possible. 
This is focused most specifically on the poor, the 
oppressed and the suffering. Recognition of the need 
to promote the human dignity of all people has led to 
the conviction that people should participate 
actively in all phases of their own development 
and health care. Taking these as fundamental pillars 
of the churches’ involvement in health work, an 
examination of existing systems and programmes 
reveals a number of problems. It is well known, for 
example, that hospitals involved in purely curative 
programmes make little impact on the general level of 
health in the community. Curative programmes are 
primarily restorative and their purpose is to treat those 
who fall ill. By their design they are not capable of 
preventing disease or of positively strengthening the 
health of people. 


In addition to these reflective impulses to reexamine 
health programmes, a number of external factors of a 
very practical nature have brought about the need for 
new decisions. Escalating salaries and spiralling drug 
costs have made the continued proprietorship of 
many hospitals by the churches exceedingly difficult 
and, in some cases, impossible. Since most church- 
related hospitals are not capable of attracting large 
government or external grants for financial support, 
they are obliged to charge fees for their work which, 
very often, far exceed those of government health 
programmes. With the general inflation which has 
affected hospitals around the world, the fee structures 
of many church-related institutions have begun to 
exclude those most in need. 


A third set of circumstances has brought many 
churches to a cross-roads of decision. In Africa, and in 
other parts of the developing world, more and more 
governments are exercising their prerogatives to 
assume the health care of their own people. As a 
result, the control of many church hospitals is being 
transferred to the government. CMC views this as 
basically a desirable and justifiable trend for those 
countries, and a number of churches have welcomed 
this trend with real relief. Consequently, some 
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churches are now finding themselves without respon- 
sibility for institutionalized forms of medical care, and 
yet they wish to stay involved in a broad concern for 
the health of the people around them. This has led toa 
search for other, and perhaps better, means to remain 
active in this area of social concern. The answer which 
many are finding, and which is strongly endorsed by 
the CMC, is to move positively into the wide range of 
community development and primary health care 
activities. 


The choices that will be made will vary from pro- 
gramme to programme and from country to country. 
They will depend on: whether the existing programmes 
of the churches are financially viable and continuing to 
meet the needs of all segments of society; whether . 
the institutions are no longer financially viable, 
excluding the poor, and obliged to undergo major 
changes; or whether the programmes have been 
removed from the hands of the churches by govern- 
ment decree. After a vigorous examination of thes 
various circumstances faced by chiirch retell 
programmes, the CMC formulated the following sug- 
gestions and recommendations: 


A. Suggestions for established, economically 
secure, and continuing church-related health 
programmes: 


1. Where this has not yet happened, dialogue 
should be initiated with government health 
authorities with a view to assuring that these 
programmes conform to national health priorities 
and are fully integrated with the national health 
scheme at regional and local levels. Wherever pos- 
sible, this should be carried out by unified 
mechanisms ,that are empowered to speak on 
behalf of all Christian churches and their pro- 
grammes. Included here would be the existing 
CMC-related coordinating agencies. @ 


2. Long-range planning in lesser developed 
countries should not consider further expansion of 
existing hospitals in size, scope or sophistication, 
except as a part of the national health plan and 
where government funds are designated for that 
purpose. The reasoning behind this is clear: spring- 
ing from its Christ-inspired prejudice on behalf of 
the poor and the deprived, the church should con- 
centrate its efforts to make an appropriate level of 
care available to those who now have none, rather 
than focus on increasing the quality, variety and 
sophistication of care for those who are already 
well-served. 


3. Involved Christians, congregations and churches 
should be encouraged to examine existing 
programmes to determine whether the greatest 
health needs of the people are being met, and 
whether the objectives of the church are being 
fulfilled through those programmes. Biblical and 
theological reflection would be an essential aspect 
of this reexamination. 


4. Churches should search for additional ways to 
become involved in health-related development 
work. (See C below.) 


B. Strategies for church-related medical pro- 


grammes faced with irresolvable financial prob- 
_ lems or imminent government take-over: 


1. Accept the inevitable and prepare productively 
to move into new relationships. 


2. For those institutions faced with a financial 
Crisis, start positive negotiations with national 
health authorities for increasing government sup- 
port and involvement with complete handover as an 
alternative. Again, where possible, this should be 
done through the single voice of coordinating agen- 
cies in order to achieve a distributively fair resolu- 
tion for all programmes. Where such agencies do 
not now exist, means should be sought to bring the 
churches into collaborative relationships to achieve 
this corporate approach. 


3. Where the government has no wish to accept 
increasing responsibility for a particular medical 
programme, a scaled-down reorientation of that 
programme should take place in order to make it 
financially viable and available to all who need its 
services. Where such an orientation cannot solve 
the continuing financial pressures, it may be neces- 
sary to close the institution. In all these cases, con- 
sideration should be given to redirecting the 
churches’ energies into new ways of being involved 
in health. 


4. For those institutions facing imminent govern- 
ment take-over, the leadership of the programmes, 
in close association with the national coordinating 
agency, should be prepared to actively engage the 
government in dialogue to ensure a smooth transi- 
tion. Depending on the time allowed, this might 
take the form of progressive integration with 
increasing government assistance and participa- 
tion, and continuing church involvement until the 
government assumes complete responsibility. 


5. Each of the above circumstances opens up com- 
pletely new avenues for service in the field of 
development work. (See C below.) 


2. People are the starting point—not profes- 
sionals—people who are deeply rooted in the local 
community and congregation. 


3. A complete and deep understanding of the root 
causes for ill-health in the community is an 
absolute prerequisite. This implies a very thorough 
understanding of the local concept of health. It also 
means that the starting point may be more fun- 
damental than the need for water and sanitation; it 
may be issues such as land tenure, social injustice, 
unemployment and agricultural needs. 


4. Resources are to be found with the people 
themselves, and the emphasis is on developing 
these resources to the benefit of the whole com- 
munity. This kind of commitment requires a real 
motivational process as the foundation of develop- 
ment work. 


5. The whole development process must be able to 
be sustained; hence, objectives must be realistic 
and home-based, locally creative and promoting 
self-reliance. There are no instant solutions, and it 
must be accepted that planning and implementa- 
tion will take years to accomplish. 


6. The churches may be able to continue to be 
involved in more “professional” areas such as train- 
ing. Here, the effort might well focus on the training 
of “animators” or motivators for development, 
middle-tier project managers, field workers for 
development and agriculture, and appropriate 
types of community health workers. This would 
include developing the potential of the village 
midwives and indigenous healers. Governments 
could be encouraged to recognize the contribution 
that can be made by these more simply trained 
categories of worker. 


7. The many coordinating agencies for church- 
related health work now in existence would gain an 
entirely new kind of life if they entered actively into 
this arena. Their relationships could well change so 
that the church leadership is given the decisive 
voice in directing agency affairs. The search for 
opportunities in development work and the move 
to integrate agricultural and community work with 
health care could be effectively pioneered in a 
cooperative and coordinated fashion. 


C. Strategies for new ways for continuing 
involvement of the churches in health care con- 


Primary Health Care (PHC): Present Under- 
cerns: 


standing, Problems and a Look to the Future: 


1. In this search for alternatives, the churches The participants of this group were very conscious of 
should consider concentrating their efforts on ‘the the fact that primary health care has received a 


least of these”, the poor, the oppressed, the rural, tremendous amount of exposure in conferences, 
the remote, the urban slum dwellers—in short, the | seminars and medical literature. Hence, they did not 
unserved. attempt to redefine PHC: it was recognized that the 
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basic philosophy of PHC is to meet the health needs of 
all segments of society, especially those most 
deprived of health care. By way of discussing the con- 
cept in further detail, the seven. principles of PHC 
elaborated by the World Health Organization (WHO) 
were examined; the group felt that these continue to 
be valid and useful guidelines for the understanding of 
PHG. 


The group also observed that the declared acceptance 
of the concept of primary health care is often not 
accompanied by an adequate understanding of the 
basic philosophy which underlies this approach to 
health problems. Particular note was taken of several 
aspects which seem to be poorly understood by many 
who promote primary health care. This applies par- 
ticularly to the fact that other echelons of health ser- 
vices should be designed in support of the needs of 
the peripheral community activities; that PHC should 
be fully integrated with the activities related to com- 
munity development; that the local population should 
be actively involved in both formulation and 
implementation stages; that available community 
resources must be relied upon and impose natural 
limitations to cost factors; and that the majority of 
health interventions should be undertaken at the 
periphery by workers most suitably trained for per- 
forming these activities. 


The group recognized that, in practice, there are two 
components or sides to primary health care: the 
technical and the  socio-economic-cultural. A 
breakdown of some of the aspects of each component 
might look something like this: 


Technical Aspects: 


1) Simple curative services; 
2) Maternal and child health (MCH) services: 
a) antenatal care, delivery and postnatal care 
b) under-fives’ clinics 
c) immunization and communicable disease con- 
trol programmes 
d) family planning activities 
e) nutrition programmes; 
3) Environmental sanitation; 
4) Chronic disease control; 
5) School health programmes; 
6) Mental health programmes; 
7) Follow-up and convalescent care at home; 
8) Possibly industrial health programmes; 
9) Supportive services and programmes: 
a) training and supervision activities 
b) drugs and equipment supply and support 
c) referral procedures for secondary and specialist 
care. 


Socio-Economic-Cultural Aspects: 


1) Community development components: 
a) agriculture and nutrition work 
b) water supply 
c) environmental sanitation 


d) transportation 
e) self-help projects 
2) Community participation and control components: 
a) the basic animation or motivation process for 
self-development and health concern 
b) community health committees 
c) community control of time schedules and finan- 
cial aspects of PHC 
d) health education (motivation, opportunity, 
awareness, support and the cultural dimension 
of family planning) 
e) health-related cultural patterns, such as family 
make-up and styles of life 
3) Economic components: 
a) land ownership 
b) employment opportunities 
c) economic opportunities in farming and home 
industry 
d) financial resources available to the community. 


The discussions on this conception of primary health 
care emphasized the need to consider the potential of 
all the people in the community and the design of 
activities which will release that potential. The usual 
pyramid representation of health care activities seems 
to imply a sharp cut-off between the primary level of 
health care and the general membership of the com- 
munity. It was emphasized that this approach to 
health has deep roots in the socio-cultural setting. By 
emphasizing this factor, it is hoped that the danger 
can be avoided which comes with thinking that if only 
one could get the PHC technology right, the problems 
would be solved. 


In citing numerous examples of successful PHC 
programmes around the world which have con- 
tributed to this new view of primary health care, a 
number of observations were recorded which related 
to success in these programmes. These include: the 
degree of community participation at all levels; the 
presence of innovative aspects, such as links t@ 
agricultural or dairy cooperatives, mothers’ clubs or 
other facets of community life which provide 
motivational or financial support; the duration of 
operation; and the very important subject of 
leadership. The human aspects of leadership were 
particularly stressed, and the role of the charismatic 
leader was discussed. It seems clear that, if a strong 
leader does not combine his/her task with a 
meaningful degree of community participation and 
delegated leadership, then the concept is already 
blunted and its sustainability in serious doubt. 


Problems in Primary Health Care: 


Cooperation within all sectors of the society: 


In order to be successful, a primary health care 
programme should have the full understanding, sup- 
port and cooperation of the community, the church, 
the professionals and the state. Securing this 


cooperation is often difficult. The doctors, nurses and 
other health professionals are often obstacles to the 
successful realization of primary health care pro- 
grammes. Medical work is often peripheral to the 
mainstream of church and congregation. In many 
nations, the relationship of church medical pro- 
grammes to the state is threatened by serious difficul- 
ties. Those in authority who look upon primary health 
care as a second-class effort, and who do not yet see 
the connection between development and health, are 
often unwilling to participate or cooperate in such 
programmes. 


Training and reeducation: 


The customary professional training system does not 
properly prepare the student for his/her role as a 
member of a health team which may be involved in 
primary health care. Unfortunately, the subject is not 

adequately dealt with in medical and paramedical 
Oiraining institutions. The atmosphere of excellence 
and specialization and the attractions of climbing the 
professional ladder make it difficult for most medical 
graduates to react positively to the PHC concept. All 
sectors of society need reeducation in the principles of 
PHC, having been programmed to a crisis- 
intervention, curative system. 


Imbalance of technological intervention: 


This is seen on two levels: 

— Present medical technology is unavailable to most 
of the people of the world —even to the poor in the 
countries where this technology developed. 

— In health programmes, the traditional emphasis on 
health technology has ignored the responsibilities 
of the community for its own health care. In indus- 
trialized countries, the basis of health — food, water, 
housing and waste disposal are developed to the 
point where these considerations are no longer the 
conscious concern of the majority of people. In poor 
countries, this infrastructure does not exist, so the 
imposition of a transposed health technology is 
futile and immoral. 


Financing in primary health care—a new form of 
oppression? 


Primary health care has become the new vogue in 
international health affairs. A wide variety of private, 
governmental and intergovernmental organizations 
are conferring and writing about, promoting and 
financing primary health care. Large conferences on 
PHC have been held, sponsored by medical societies, 
government aid agencies and the World Health 
Organization. A look at the conference calendar for 
the coming year indicates that this trend is 
accelerating. 


Massive funding specifically devoted to primary 
health care programmes and projects is being 


unleashed, and it appears that still more will become 
available. Moreover, the money is being imposed on 
systems and societies which are financially and 
administratively unable to cope with it. There is a real 
danger of destroying the basic concept of primary 
health care through this kind of imposition which can 
almost be viewed as a new form of oppression. 
Serious concern is now being expressed about the 
moral implications of regulating the inflow of large 
sums of money for primary health care in such a way 
that it would be a de facto “withholding of money 
from the poor”. Introducing primary health care on a 
large scale and seeking to implement it almost 
immediately violates the very concept itself. There is 
no such thing as “instant primary health care’. It 
should be allowed to grow up from the community 
and to mature over time. This requires skillful and 
compassionate guidance and a patient motivational 
process. A grant proposal may itself sow the seeds of 
destruction for a programme. Furthermore, primary 
health care programmes may create difficulties for 
existing health care programmes of other types by 
syphoning off funds from the latter and thereby under- 
mining the efforts of these workers and losing their 
credibility in the community. 


The participants in this group wished to express this 
note of warning and caution in the hope that the 
development of primary health care will remain true to 
its first principles and not become simply the new 
catch-word on the aid “band-wagon”. 


A Look to the Future: 


Out of this discussion and analysis, a number of sug- 
gestions were made about new emphases and direc- 
tions for the CMC in the field of PHC. The list was not 
considered exhaustive but one which might offer 
some broad guidelines. There seemed to be three 
headings under which these suggestions could be 
grouped: 


A. Internal strategies for the CMC: 


1. The CMC should continue to pursue an active 
liaison (both talking and listening) with health plan- 
ners who are successfully promoting PHC in the 
field: this is the sector from which the ‘‘truth” about 
PHC is emerging. 


2. New ways of promoting the integrated nature of 
health in development work must be sought, tested 
and supported. These will be shared with others in 
a variety of ways: CONTACT continues to be a 
useful vehicle for this task. 


3. CMC should continue to develop strategies 
which coordinate with the directions being taken 
by major international health agencies—e.g. the 
WHO Expanded Immunization Programme. 


B. Strategies specifically relating to church health expectation of health workers to offset the univer- 
programmes: sal drift into specialities, the cities and emigration. 


3. The CMC should attempt to introduce the princi- 


1. The CMC should emphasize that the voice of the ples of PHC into the training curricula at all levels 

church leadership is crucial at the decision- and in all types of church educational institutions. 

making level in church health programmes. This is 

to provide a counterbalance to the usually over- 4. The CMC should continue to encourage health 

riding voice of the health professionals. personnel to participate in the congregational and 
pastoral activities of the church and in the full range 

2. The planners and administrators of church of community development work. 


hospitals must be helped to see how PHC can 
become an integral part of their programmes and 
not a grafted-on afterthought. This can be carried 
out in several ways. Where possible, the CMC 
should take part in discussions among church ‘ ; ; 
leaders, health personnel and local government 4 final recommendation was made by the Commis- 
health staff to define the health problems in an Sion members to the CMC staff. In view of the 
area, to quantify the role of the church in their solu- desirability of initiating some of the new thrusts and 
tion, to plan the programmes to fit those solutions directions for CMC work as soon as possible, it was 
and to provide appropriate means to support them. felt that the process could be started most effectively 
Part of this process will consist of identifying com- PY Sharing the proceedings of this meeting with the @ 
munities and segments of communities which are tire CONTACT readership. It is CMC's hope that 
most “at risk’ and to promote PHC programmes this presentation will enlist the collaboration of people 
there. Church institutions must be encouraged to round the world who are concerned about the 
urgency of working toward a just, sustainable and 
healthy society in which all are able to participate. 


HUE 


demonstrate the basics of PHC wherever possible, 
such as proper housing, clean water supply, clean, 
safe latrines, and agricultural plots. 

HEHE 
3. The problem of the fee-for-service system of 
health care in many church-related medical 
programmes needs to be considered further. The 
alternatives which have been discovered in a 
number of projects can be studied and others must 
be sought. As successful methods of financial sup- 
port for health work are found which alleviate the 
unjust burden on the poor, these should be made 
widely known. 


Royal Holloway College, Egham. 


4. The CMC must continue to advise and help the 
churches and the church agencies with the funding 
of PHC programmes. In addition to relating to 
donor and aid agencies, more can be done with 
national church. bodies, national councils of 
churches and regional councils to assist them in 
developing guidelines for the acceptance of 
funding (as some have already done). 


C. Strategies for the CMC in relation to health workers 
of all categories: 


1. The CMC should find new ways of assisting the 
health professional to alter his/her role from that of a 
technocrat to that of a brother or sisterin Christ, car- 
ing for the well-being of the whole person and for the 
meaningful growth of the human community. 


2. The CMC should expand its efforts to promote 
the full consideration of PHC in the curricula of 
medical, nursing and paramedical schools. This 
should include serious consideration of the need to 
reorient both the education and the professional 
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APPENDIX 
List of Participants at the CMC Annual Meeting, 
Egham, England, 17—23 April 1977 


COMMISSION MEMBERS 


Mabelle AROLE, MD 
Co-Director of Comprehensive Rural Health Programme, 
Jamkhed, Maharashtra State, India. 


Marie D. ASSAAD 
Senior Research Assistant, Social Research Center, 
American University, Cairo. 


Rev. Michael BENCKERT 


Secretary of the Liaison Board for World Mission — Evan- 
gelisches Missionswerk — Hamburg; previously minister 
of the Reformed Church in the Grisons, Switzerland, and 
pastor of a congregation in Berlin. 

John H. BRYANT, MD* 
Director of School of Public Health, Columbia University, 
New York. Former staff member of the Rockefeller Foun- 
dation and Visiting Professor of Medicine, Faculty of 
Medicine, Ramathibodi Hospital, Bangkok, Thailand. 
Rev. Dr. Charles ELLIOTT, Vice-Moderator 
Director, Overseas Development Group, School of De- 
velopment Studies, University of East Anglia, Norwich, 

9 England. Previously involved in development affairs in 
Zambia. Former WCC staff member. 

William H. FOEGE, MD* 
Assistant Director, Center for Disease Control, US De- 
partment of Health, Education and Welfare, Atlanta; 
specializing in smallpox eradication and measles control. 
Vast experience in West Africa and Asia. 

Colin E. FORBES, MD 
Associate Professor of Community Health, Faculty of 
Medicine, University of Nairobi, Kenya. Previous experi- 
ence in Nigeria and Tanzania. 

Noboru IWAMURA, MD* 
Public Health Director, United Mission to Nepal; serving 
the Christian Conference of Asia as Health Consultant. 

Emil A. J. JEEVARATNAM, MD 
Medical officer in charge of hospital in Sri Lanka. Member 
of WCC Central Committee. 

Herman J. MIDDELKOOP, MD 
Medical Secretary, Board of Mission of the Netherlands 
Reformed Church, Oegstgeest. Former medical mission- 

ary in Indonesia. 


Country of Origin 


India 


Egypt 
Federal Republic of 


Germany 


USA 


UK 


USA 


Jamaica/Canada 


Japan 


Sri Lanka 


Netherlands 


Church Affiliation 


Church of North India 


Coptic Orthodox Church 


Evangelical Church in 
Germany 


United Presbyterian 
Church 


Church of England 


Lutheran Church— 
Missouri Synod 


Anglican 


Mukyokai 


Methodist 


Dutch Reformed Church 


Rev. John A. MURDOCK 
Associate General Secretary, Health and Welfare Minis- USA United Methodist Church 
tries Division, United Methodist Church, New York. 
Trained in ministry and sociology; has served as pastor, 
teacher, consultant and administrator, with special focus 
on the needs of the poor, the sick, children, and the aged. 


Citoyen NLABA-NSONA 
Director of Medical Services and Associate General Zaire Eglise du Christ au Zaire 
Secretary of the Diaconia, Church of Christ in Zaire. Pre- 
vious experience in nursing, teaching and administration. 


Rt Rev. Jonathan A. ONYEMELUKWE 
Bishop on the Niger. Many years of parish work in UK, Nigeria Anglican 
Canada and Nigeria; Union Theological College Tutor 
and later Principal of a Union College. 


Gustavo A. PARAJON, MD 
Director, Evangelical Committee for Development Aid Nicaragua First Baptist Church of 
(CEPAD), Managua, Nicaragua. Consultative services in Managua 
community health in other Central American countries. 


Rev. Ernst PETZOLD 
In charge of diaconal work in the German Democratic German Democratic Evangelical Lutheran 
Republic (GDR); Director designate for the entire GDRof Republic Church in Saxony 
the Innere Mission. 


Martin SCHEEL, MD 
Director, German Institute for Medical Mission, Tibin- Federal Republic of Evangelical Church in 
gen, Federal Republic of Germany. Previously, medical Germany Germany 
missionary in India. 


Peter J.H. STRANG, MD 
General practitioner in Gore, New Zealand. Previously, New Zealand Presbyterian Church 
medical missionary in Iruna, Papua New Guinea (PNG), 
and Liaison Officer between the Churches’ Medical 
Council and the Department of Public Health of the PNG 
Government. 


BertA. SUPIT, MD 
Head of Regional Directorate of Health Care, NorthSula- Indonesia Minahasa Evangelical 
wesi Province Department of Health; and Vice-Chairman Christian Church 
of the Medical Commission, Synod Minahasa Evangeli- 
cal Church; Director, Bethesda Hospital, Tomohon. Pre- © 
viously, Government Rural (District) Health Officer. 


Sylvia TALBOT, EdD Moderator 
Episcopal Supervisor of the African Methodist Episcopal Guyana African Methodist 
Church for leadership development throughout the Episcopal Church ° 
Caribbean with emphasis on women and youth. Former 
Minister of Health of Guyana. 


Eunice ZAMBRANA Villarroel 
Nurse-technician on health planning; presently in Health Bolivia Methodist Church in 
Planning Office, Government Ministry of Health. Pre- Bolivia 
viously, Executive Secretary, Medical Committee, Me- 
thodist Church in Bolivia. 


ROMAN CATHOLIC OBSERVER-CONSULTANTS 


Fr Henry FOREST 
Representing the Pontifical Council«Cor Unum», Vatican. Canada Roman Catholic Church 


Mgr Basil MEEKING* 
Representing the Secretariat for Promoting Christian New Zealand Roman Catholic Church 


Unity, Rome. 


Arnold RADTKE, MD 
Representing the Roman Catholic agency, Misereor, 


Aachen, FRG. 

Sr Francis WEBSTER, MD 
Representing the Medical Mission Sisters, Rome. 

GUESTS 

Rev. Dr Raimo HARJULA 
Member of the Commission for Foreign Missions of the 
Evangelical Lutheran Church of Finland; previously 
worked in Tanzania for a number of years, studying tradi- 
tional medicine with a Meru herbalist. 

Sr Katherine JOBSON, MD 
Appointed as Roman Catholic staff consultant to the 
Christian Medical Commission; has served for lengthy 
periods in India, Bangladesh and Ghana. 

Eric RAM, PhD 
Appointed as staff consultant in Family Health to the 
Christian Medical Commission; formerly, Director, Inte- 
grated Health Services Pilot Study Project, Miraj, Maha- 
rashtra State, India. 

STAFF 

R. Nita BARROW, RN RM LLD 
Director, Christian Medical Commission; previously Prin- 
cipal Nursing Officer, Government of Jamaica, and Nurs- 
ing Advisor to PAHO/WHO Zone | (Caribbean). 

Angela HORTON 
Secretary/Editorial Assistant, Christian Medical Com- 
mission; studied French Language and Civilization and 
secretarial/business administration subjects. 

Stuart J. KINGMA, MD 
Associate Director; Christian Medical Commission; pre- 
viously spent 8 years in Nigeria as a medical missionary, 
serving as Medical Superintendent and Senior Consul- 
tant in Surgery at Mkar Christian Hospital, Benue-Plateau 
State. 

Ursula LLIEBRICH, MD 
Associate Director, Christian Medical Commission; pre- 
viously Research Fellow in the Planning Office of the 
Chilean National Health Service. 

Heidi SCHWEIZER 
Administrative Assistant, Christian Medical Commission; 


trained in Business Administration and Management. 


Federal Republic of 


Germany 


USA 


Finland 


USA 


India 


Barbados 


UK 


USA 


Switzerland 


Switzerland 


Roman Catholic Church 


Roman Catholic Church 


Evangelical Lutheran 
Church of Finland 


Roman Catholic Church 


Presbyterian Church 


Methodist Church 


Church of England 


Christian Reformed 
Church 


Swiss Reformed Church 


Swiss Reformed Church 


CMC STAFF WHO REMAINED IN GENEVA TO MAINTAIN OFFICE SERVICES 


Jeanne NEMEC 
Secretarial Assistant for Studies: trained in philosophy. 


Rosa DEMAUREX 
Secretary: trained in commercial and secretarial skills. 


* unable to attend 


USA 


Panama 


Quaker 


Roman Catholic Church 
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CMC NOTES 
Communication/Continuing Education 


Communication among all the workers involved in a 
health care programme is absolutely essential to its 
success. Communication can promote a feeling of 
solidarity and truly involved participation from 
workers at all levels. It can stimulate productive and 
creative thinking in those whose work brings them in 
day-to-day contact with the people of the community. 
An active communication effort can serve the process 
of continuing education. 


Many health care projects, centralized offices which 
deal with large networks of health workers, and agen- 
cies for health coordination have found that the 
regular publication of newsletters and magazines are 
a very effective means of promoting this kind of com- 
munication. Some of these are short and very simply 
produced by mimeograph. Other are more substantial 
and take the form of magazines or journals. The kind 
of information which goes into these media for com- 
munication include articles on the management of 
certain specific health problems, contributions by 
health workers to share techniques they have found 
useful, information on forthcoming events and reports 
on past events. 


If you are thinking about starting a newsletter or 
magazine for your health workers, you may be 
interested to know what is being done by others in 
this line. The list below contains a small sample of 
some of the newsletters in current circulation. It may 
be helpful to you in your own programme to request a 
specimen copy from one or more of the agencies 
listed below. Some groups are also willing to accept 
requests from others working in their region to be 
regular subscribers to their newsletter. 


Newsletters: 


1. Bong County Community Health Newsletter: 
is printed monthly by the Community Health Depart- 
ment, Phebe Hospital and School of Nursing, PO Box 
1046, Monrovia, Liberia. It generally consists of 3 or 4 
mimeographed pages and contains reports on 
seminars and regular articles on various health 
problems and their treatment. 


2. AMMB Notes: is published in mimeographed 
form every two months by the Association of Medical 
Missions for Botswana, Private Mail Bag 0038, 
Gaborone, Botswana. It is circulated widely through 
Botswana and contains information largely related to 
the activities of this coordinating agency. It also 
includes information on administrative aspects of 
health services. 


3. Health Habit: is published in mimeographed form 
each month by the Community Health Department of 
Curran Hospital, Zorzor, PO Box 1046, Monrovia, 
Liberia. It provides news on local events as well as 
information on health care. 
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4. Health Notes: is a quarterly newsletter from the 
Committee for Health Concerns, Christian Conference 
of Asia, c/o Hong Kong Christian Council, 57 Peking 
Road 4/F, Kowloon, Hong Kong. It contains articles 
describing health care projects and information on the 
activities of the Committee. Also published is regular 
information on meetings, materials and publications 
which are useful. 


Magazines and Journals: 


1. Vibro: is a quarterly, small, English-language 
magazine, usually about 36 pages long, published by 
Yayasan Indonesia Sejahtera (Prosperous Indonesia 
Foundation), PO Box 3028, Jakarta Pusat, Indonesia. 
This publication contains contributions by health 
workers in all parts of Indonesia on the organization 

of health services, the treatment of diseases etc. €& 
also gives useful information on agriculture, com- 
munity development and appropriate technology. The 
magazine is available for health workers in other parts 
of Asia by subscription. 


2. AFYA: is a journal for medical and health workers, 
published by the African Medical and Research Foun- 
dation of Nairobi. This magazine also runs to about 36 
pages and contains good articles on management of 
health problems. Please address all correspondence 
and subscription requests to: The Editor, AFYA, PO 
Box 30125, Nairobi, Kenya. A subscription costs 
10 Kenya shillings for 12issues, including postage. 


3. The Defender: is a health education magazine, 
also published by the African Medical and Research 
Foundation and can be obtained by writing to: The 
Editor, The Defender, PO Box 30125, Nairobi, Kenya. 
This is a smaller and more simply written magazine! 
designed to assist health workers in sharing health 
education material with the community. It is an excel- 
lent approach to community health education. 


4. Partners: is a magazine for paramedical personnel 
working with leprosy patients. It is distributed free of 
charge by the Leprosy Mission, 50 Portland Place, 
London, W1N 3DG, England. This small journal is a 
source of refreshing material about the approach to 
leprosy work and serves as a medium for ongoing 
education. 


5. The Journal of the Inter-Church Commission 
on Medical Care: is published quarterly, by the Inter- 
Church Commission on Medical Care, PO Box 1767, 
Manila, Philippines. This is a substantial journal 
which contains middle-tier and professional level 
articles on a wide variety of subjects, including the | 
management and administration of health services. 
It has been in circulation for over 8 years and is an 
excellent source of appropriate information for health 
workers in Asia. 


NEW PUBLICATIONS 


Nutrition Rehabilitation—Its Practical 
Application: Joan Koppert, SRN, SCM. 1977. 


In most developing countries, around one per cent of 
all children under the age of five years will be suffering 
from a severe degree of malnutrition at any one time, 
and in many countries the figure is far higher. In addi- 
tion, there is a very much larger group of under- 
nourished children. The most fundamental and 
realistic approach to this urgent problem is not in the 
hospital wards, but in the nutrition rehabilitation 
centres. Joan Koppert has spent many years setting 
up such centres and training staff to operate them. As 
this book will show, the results of follow-up studies 
have been most rewarding both in the recovery of the 
children and the training of the mothers, the latter to 
ensure that malnutrition does not recur within their 
families. All aspects of the centres are dealt 

ith—siting, building, cost, training programmes and 
@ i cthods, dietary considerations and_ record 
keeping —in the light of local conditions. CMC believes 
this book to be a major contribution to child welfare in 
developing countries and recommends this publica- 
tion. The book contains 144 pages, and is well 
illustrated. For £1.00 plus 20P postage and packing, 
it may be obtained from the publishers: 


Tri-Med Books Ltd., 
5, Tudor Cottage, 
Lovers Walk, 
Finchley, 

London, N3 1JH 
England. 


Poor Health, Rich Profits: Multinational Drug 
Companies and the Third World: Tom Heller. 


@ Sets 


The matter of drug purchases and drug shortages for 
health care programmes in developing countries as 
well as for industrialized nations is a matter of grow- 
ing concern. The role of the multinational phar- 


maceutical enterprises in the picture is a central and 
determinative one. This book attempts to describe the 
present structure of the international pharmaceutical 
industry as it relates to the less developed countries. 
Dr Heller presents a distillation of the evidence which 
suggests that no real distinctions should be drawn 
between the functions of these companies in the 
developed and underdeveloped countries, and that 
their striving for growth and gain is frequently at the 
expense of entire nations and the majority of the peo- 
ple in whatever country they operate. He examines 
the dubious and often counter-productive nature of 
their “transfer of technology”, the intensive advertis- 
ing techniques used in all countries and the ways cer- 
tain countries are attempting to impose controls over 
the industry as now organized. 


This small book (76 pages) is an excellent overview of 
the problem and makes some excellent recommenda- 
tions for action within the developed and developing 
world. The publication is available in a cloth-bound 
edition (£3.95) and paperback edition (£1.25). Please 
address enquiries to: 


Spokesman Books, 
Bertrand Russell House, 
Gamble Street, 
Nottingham, NG7 4ET 
England. 


Two additional books have recently appeared which 
emphasize the role that individual Christians and the 
church have to play in relationship to the world-wide 
hunger problem and in specific health programmes: 


Rich Christians in an Age of Hunger: a biblical 
study by R J Sider. 1977. Paperback—253 pp. 
US$ 4.95. InterVarsity Press, Box F, Downers Grove, 
IL 60515, USA. 


Here's How: Health Education by Extension: 
RS & E B Seaton. 1976. Paperback—128 pp. 
US$3.45. William Carey Library, 533 Hermosa 
Street, South Pasadena, CA 91030, USA. 


15 


Bibliographies 


A number of organizations have published annotated 
bibliographies on various aspects of health care and 
planning in the past few years. If you would like to 
increase your Own documentation in these areas, 
here is a small selection of some of the most com- 
prehensive bibliographies available. They will open 
up for you the full range of literature on these sub- 
jects: 


Health Manpower and the Medical Auxiliary: 
General Editor — Oscar Gish. Articles, case studies and 
annotated bibliography. 1971. 65pp. Intermediate 
Technology Development Group, 9 King Street, 
London, WC2E 8HN, England. 


The Training of Auxiliaries in Health Care: 
Katherine Elliott. An annotated bibliography listing a 
wide variety of material used in training auxiliaries at 
different levels. 1975. 100pp. Intermediate 
Technology Development Group, 9 King Street, 
London, WC2E 8HN, England. 


Bibliography on Health Planning in Developing 
Countries: Institute of Development Studies: 
Occasional Guides N°10. 1975. 42pp. The Library, 
Institute of Development Studies, University of Sus- 
sex, Brighton, BN1 QRE, England. 


Low-Cost Rural Health Care and Health Man- 
power Training: Frances M. Delaney. An annotated 
bibliography with special emphasis on developing 
countries. Vol. 1 IDRC-042e. 1975. 164pp. Vol. 2 


Cover and photo: Stuart J Kingma 


IDRC-O69e. 1976. 182pp. International Develop- 
ment Research Centre, Box 8500, Ottawa, Ontario, 
Canada K1G 3H9. 


Disaster Technology: Diana 
annotated bibliography, revised 
Pergamon Press, Headington, Oxford, England. 


Manning. An 
1976. 282pp. 


Approaches to Planning and Design of Health 
Care Facilities in Developing Areas Vol I: B. M. 
Kleczkowski & R. Pibouleau. WHO Offset Publication 
N°29. 1976. 145pp. World Health Organization, 
Avenue Appia, 1211 Geneva 27, Switzerland. 


Reference Material for Health Auxiliaries and 
Their Teachers: World Health Organization. WHO 
Offset Publication N°28. 1976. 97 pp. World Health 
Organization, Avenue Appia, 1211 Geneva 27, 
Switzerland. 


Appropriate Technology Sourcebook: K. Darrow 
& R. Pam. A guide to plans and methods for village 
and intermediate technology. 1975. 72pp. Volunteers 
in Asia, Appropriate Technology Project, Box 4543, 
Stanford, CA 94305, USA. 


Information on Planning of Health Care 
Facilities in Developing Countries: Reprinted from 
the International Hospital Federation’s quarterly jour- 
nal, ‘World Hospitals’, (Vol. 13, N° 1 &2 1977). 8pp. 
International Hospital Federation, 126 Albert Street, 
London, NW1 7NF, England. 


